and in one ovary was a cyst of the size of a filbert. No hair was seen in it, and it was, unfortunately, thrown away. Present State.-March 29, 1905: temperature, 1020 F.; pulse, 120. Patient was very pale and much wasted. On abdominal examination there was no distension; the abdomen moved well. Considerable tenderness existed above the pubes. No tumour was felt. The os was widely open; there was an offensive brown discharge. The uterus was considerably larger than natural, and was movable. On the right side was a swelling, somewhat fixed, in the region of the broad ligament, about as big as a hen's egg; it was tender. On March 29 the uterus was curetted and one or two small lumps of placental tissue and clot were removed. The largest mass was of the size of a hazel-nut. The discharge soon ceased, but the temperature still rose at night to 1010 F. or 1020 F., and the mass on the right of the uterus increased in size until, on April 11, it was quite fixed and as large as a goose's egg. It was thought to be a parametric abscess.
First Operation.-On April 14 the swelling was explored under ether. It seemed to be too high to be reachedper vaginam, so an incision was made a little internal to the anterior superior spine of the ilium on the right side. The mass was reached and a sinus-forceps thrust in. No pus came out, but a little white vernix-like material was seen. It was then thought it might be a dermoid or the sac of a dead extra-uterine gestation, and it was explored from the middle line. It was densely adherent to the lateral pelvic wall, and in view of the patient's weak state and the probability of its containing virulent pus, removal was thought to be too risky. The great omentum was not adherent to the mass. The abdominal wound was closed in layers, and a further attack made from the groin, with the result of evacuating many ounces of fluid which looked like ordinary, pus. A drainage-tube was inserted into the cavity from the groin. After about four days some hair was discharged from the wound and some epithelial d6bris and cholesterin, this making clear the nature of the case.
The patient went out on June 1 fairly well, but with the sinus in the groin still open and discharging some pus. Her temperature had been normal for a fortnight. She was readmitted August 15, 1905 . The sinus in the groin was discharging a considerable amount of pus, and a probe was introduced for 4 in. The fixed sac could be felt, with the probe in it, in the right lateral pelvic region, per vaginam. The general condition was good, the temperature usually rose at night to 9910 F. The sinus was dressed twice daily and syringed out with boracic lotion; and, on the day before the operation, with biniodide lotion (1 in 5,000). At this date, August 21, there was very little discharge. There were no adhesions to the anterior abdominal wall. The great omentum was firmly adherent to the cyst, and along the broad ligament to the uterus. The omentum was torn through to explore the cyst, which was generally adherent and of about the size of a hen's egg. It was shut off by gauze packing and removed, leaving the part where the sinus was till last. The sinus was then disinfected by pure carbolic acid.
On inspecting the omentum, with a view to removing any ragged pieces, it was seen to contain some whitish nodules, and where it had been adherent to the cyst it had scattered over it many hairs, which appeared to be growing from it. The nodules were firm to the touch, smooth, and varied in size from a mustard-seed to a big pea. They seemed to be situated between the layers of the omentum. One was taken hold of with a view to enucleating it, and gave way; cheesy whitish material exuded, and on the internal surface were some small fine hairs. After carefully wiping away this d6bris a large piece of omentum was removed and one or two smaller pieces. The last portion was adherent to the front of the uterus, and when it was separated left a tuft of hair on the front of that organ. The tuft was held between finger and thumb and, with some peritoneum and uterine tissue, snipped away with scissors. Some oozing occurred, necessitating drainage. The left ovary and appendages were examined and found normal. No more cysts or hairs being visible, the abdomen was closed except for the drain aperture.
The operation was rather long, but was well borne. A silk suture gave some trouble, causing a rise of temperature for two days at the end of a fortnight, with some suppuration in the abdominal wound. Otherwise convalescence was satisfactory and the patient left the hospital with the wounds soundly healed on September 28, 1905.
The patient remained quite well for several months, and, on examination about six months after the operation, nothing abnormal could be detected. At the beginning of September, 1906, she complained of neuralgia in the head and vomiting, had an attack of right-sided hemiplegia and died two days afterwards. Unfortunately a post-mortem examination could not be obtained. The abdomen was examined carefully during this illness and nothing abnormal could be found.
Remarks.-Cases of this kind are unusual and very interesting. \Ir. Lawrence's report shows two perforations, which I think can only be explained by accidental perforation, either when the cyst was opened or when it was probed subsequently. The appearance of the fluid evacuated was that of pus, but might possibly have been only liquid sebaceous material, although the appearance of the mass and the fall of temperature after evacuation of the contents and the history of the case were more in favour of the view that pus was present. Against this view, however, is the fact that septic peritonitis did not result from the perforation, however produced. It is interesting to note that, as far as could be observed, there were no secondary cysts connected with any other part of the peritoneum except the omentum.
PATHOLOGICAL REPORT AND NOTES OF PREVIOUS
CASES, WITH REMARKS. By T. W. P. LAWRENCE.
The specimen, comprising a dermoid cyst and a portion of the great omentum, is preserved in the museum of University College Hospital Medical School.
Dermoid Cyst.-The cyst is ovoidal in shape and measures 5 5 cm. by 4 cm. Its inner surface, which has the appearance of skin, is mostly smooth and devoid of hairs, but at one spot it is mammillated, and a number of short scattered hairs spring from it in this situation. The cyst contained sebaceous matter and a loose tuft of brown hairs. The thickness of the cyst wall varies in different places; in most parts it is from 2 mm. to 4 mm.; in one or two places it is less and the cyst wall translucent, whilst at one spot it is as much as 7 mm. Attached to one extremity of the cyst is a flattened ligamentous band, having one of its borders rounded and free; this band is evidently part of the ovarian ligament. Continuous with the cut edge of the ovarian ligament there is an irregular, elongated area on the cyst, marking its border of attachment. The outer surface of the cyst is covered for more than half its extent by a layer of adherent omentum, the rest of the surface, except in one small area, being covered with membranous adhesions. The cyst presents two perforations on that aspect of it which is opposite to the liAe of attachment. One of the perforations is 15 cm. from the point of attachment of the ovarian ligament; it measures 5 mm. in length, and has the form of a fissure, the sides of which are in contact with each other. The cyst wall at this spot has a thickness of 5 mm. Externally the margins of the fissure are somewhat everted, and a few hairs spring from them. The surface of the cyst around the opening is covered with adherent omentum, and a small tuft of hair is entangled in the adhesions close to the perforation. The second perforation is about 2 cm. distant from the opposite extremity of the dermoid, and is situated in a part of the cyst wall having a thickness of nearly 3 mm. Externally it has the form of V-shaped laceration, each limb of the V measuring 5 mm. in length; on the internal surface of the cyst it has a less regular form and is somewhat more extensive. The laceration is closed by a very delicate translucent membrane. Covering the perforation on the internal surface of the cyst is a tuft of hairs, and in and around it on the external surface are a number of bent and twisted hairs, which are entangled in the omentum adherent around the spot. By dragging on the hairs the continuity of those within and those without the cyst can be demonstrated. Embedded in the omentum which adheres to the dermoid there is, at one spot, a flattened cyst of circular outline and pinkish colour, having a diameter of 1 cm. The cyst has very thin walls and contained sebaceous matter in which two short hairs were found. The cavity of the cyst does not communicate with that of the main cyst.
Omentum.-The piece of omentum measures 20 cm. by 13 cm.; it has a normal appearance except for the presence of delicate membranous adhesions covering its surface in places and some matting together of its substance in parts. A number of scattered brown hairs are entangled in those parts which are matted together. At numerous points on both aspects of the omentum small round bodies are present, which could, in the fresh state, be distinguished from the lobules of fat by their greater opacity and their white or, in the case of the larger of them, slightly pink colour. Fifty of these structures were counted, with the aid of a lens, on the two surfaces of the piece of omentum, and many more became visible on microscopic examination. Only a few, however, are large enough to be visible to the naked eye, one, considerably larger than the rest, measuring 5 mm. in diameter; the smaller were more readily distinguished by holding the omentum against a strong light, when, owing to their opacity, they appeared as dark points. These structures are covered by a very delicate layer of membranous adhesion, which binds them to the surfacc of the omentum; some of the larger ones are partly embedded among the lobules of omental fat. Structurally these bodies are thin-walled cysts, filled with sebaceous material.
Microscopic examination shows that the walls of the larger cysts (for instance, those of 3 mm. or 4 mm. in diameter) are composed of an inner -FIG. 1. A section of the wall of one of the larger implantation cysts, showing internally a single layer of epithelial cells and externally a fibrous stratum in contact with the omental fat.
FIG. 2.
A section of the omentum, including three masses of implanted epithelium. The nuclei of all the cells in the two smaller masses and of most of the centrally situat,ed cells of the larger mass show defective staining. Of the smaller masses one is solid and the other contains a central collection of sebaceous material. In the larger mass the cells and sebaceous material were irregularly intermixed, and the protoplasm, of some of the cells was finely vacuolated, as in the cells of sebaceous glands. epithelial and an outer fibrous layer ( fig. 1 ). The fibrous layer consists of a somewhat loose network of white fibres, which mainly run parallel with the inner surface of the cyst; cellular elements are present in small numbers only. The epithelial lining is in most parts formed of a single layer of low cubical epithelium, the cells having a granular protoplasm and round, well-staining nuclei. The arrangement of the epithelium is, however, irregular; in some parts there may be a double layer of cells, in others the cells may be heaped into small aggregates, in others again they may be compressed almost to obliteration, so that the sebaceous material appears to lie in contact with the fibrous stratum. In addition to these fully formed cystic structures, small solid collections of epithelial cells are met with in considerable numbers ( fig. 2 ). They consist of groups of closely packed epithelial cells, varying in number from two or three up to fifteen or twenty cells, lying in the unaltered omental tissue, without any surrounding fibrous wall, and with little or no cellular infiltration around them. The nuclei of these cells stain badly, and the cells themselves are probably dead or dying; in some cases, however, a central space in their midst containing a drop of sebaceous matter gives evidence of their former activity. Intermediate between these solid collections of cells and the cystic structures above described, irregular aggregates of cells are found, in which the process of cyst formation is seen in an early stage. In these the epithelial cells are irregularly intermixed with sebaceous matter, and whilst the peripheral cells present well-staining nuclei, those in the central parts of the mass show evidences of loss of vitality. A distinct fibrous layer is absent, and in place of it the epithelial cells are surrounded by a very delicate fibrillated tissue containing an abundance of lymphocytes.
CASES PREVIOUSLY RECORDED.
Barth's Case.-Two small masses of fatty material were found attached to the liver in a woman, aged 40. One of these, which was of a yellow colour and encysted, was attached to the anterior part of the liver outside the capsule of Glisson; the other, which was similar in character, was situated somewhat higher up. Barth refers the origin of these masses to an old extra-uterine gestation, in connection with which fatty material of a similar kind was present. Lebert examined this specimen, but makes no mention of an extra-uterine gestation. On the other hand he states that the woman had a cyst in the lower part of the abdomen, in the ovary, in which were fatty matter and hair.
ill Randall: Ovarian Dermnoid Moore's Case.-The patient was a married woman, aged 28. An abdominal tumour was first noticed when aged 18; at the age of 25, three years before the operation, the patient gave birth to a full-term child. One month before the operation pain and swelling occurred at the navel, and nine days before the operation an abscess opened at the navel, leaving a sinus communicating with the cyst. The operation consisted in enlarging the sinus and removing the contents of the cyst as far as possible. The patient died on the ninth day. The dermoid was connected with the left ovary and was of large size (7 lb. of putty-like material were removed at the operation). Extensive old peritoneal adhesions of the abdominal and pelvic viscera were present, the cyst itself being surrounded at almost all parts by tough adhesions. There was suppurative peritonitis in isolated loculi between the cyst and the abdominal parietes. Numerous secondary cysts, mostly of small size, were present in the adhesions in the pelvis, mesentery, omentum and among the coils of intestine; in the last-named situation some of the cysts were of larger size (nutmeg, walnut, nearly as large as a hen's egg). Some were attached by a slender pedicle to the main cyst; others were unconnected with the latter. Their contents consisted of soft, cheesy, yellow epithelium mixed with hairs.
Hulke's Case.-In a patient who died of carcinoma of the uterus all the pelvic viscera were found matted together. There was also a large compound proliferous dermoid cyst full of hair, mingled with a mortarlike mass of disintegrated epidermis, surrounded by several minor cysts of the same kind connected with the uterine appendages; and several similar cysts, in a withered condition, were attached to the surface of the liver, some of them sessile, others hanging by a peritoneal investment.
Kolaczek's Case.-The patient, aged 45, had noticed enlargement of the abdomen seven years previously. An ovarian dermoid, nearly as large as a man's hand, was removed by operation. The dermoid was thickwalled and had in its centre a cavity of the size of the fist, containing sebaceous matter and hair; its surface was smooth. A considerable quantity of serous fluid came away from the peritoneal cavity at the time of the operation, and it was noticed that numerous pale yellow nodules, like miliary tubercles, were present on the parietal and visceral layers of the peritoneum. The nodules were surrounded by a zone of congestion, and varied from the size of a lentil downwards. In many of the nodules a fine hair, in some cases as long as 1 cm., was present and projected freely into the peritoneal cavity. There were no nodules on the surface of the primary dermoid.
Fraenkel's First Case.-Patient aged 37. For eight years menstruation had been profuse. Five years previously the patient had a fall, which was followed by abortion at the fourth month of pregnancy. Two years previously there had been an attack of retention of urine, at which time a tumour of the size of an apple was detected above the right Poupart's ligament. The tumour slowly enlarged and at the same time encroached on the left side. Nine months previously the, patient fell on her back from a cart and kept her bed for three weeks with severe pain in the abdomen and sacrum, accompanied at first with fever. At the operation 5 litres of yellowish green fluid, containing fat and cholesterin and a mass of tangled hair and sebaceous matter, were found in the peritoneal cavity. The cyst gave way during its removal and some of the contents entered the peritoneal cavity. The collapsed cyst was removed with great difficulty owing to extensive adhesions and to its being partly intraligamentous. Death occurred from suppurative peritonitis. The cyst, which had arisen in connection with the left ovary, was, in its collapsed state, about twice the size of a placenta; it was covered with a thick, leathery, fibrous layer, except at its lower intraligamentous part. A broad omental band, 10 cm. long and 4 cm. wide, was attached to its upper end. The peritoneum generally was thickened, in places almost warty, or covered with fibrous pseudomembranes. Scattered over the entire peritoneal surface were sessile and pedunculated cysts, varying from the size of a hemp seed to that of a pigeon's egg; these cysts had a smooth outer fibrous coat and a thinner inner coat and contained firm fatty material like lard. The larger tumours were embedded in pseudo-membranes on the liver, diaphragm and trmnsverse meso-colon. Several small pedunculated cystic structures containing sebaceous matter adhered to the outer surface of the ovarian dermoid. At the upper part of the omentum was a cyst of the size of a hazel nut, lined with a firm cutis-like membrane beset with fine hairs and containing sebaceous matter and hairs. In connection with the upper end of the omental band above referred to was a nearly circular mass of the size of the palm of the hand, from the surface of which numerous hairs projected. On section this mass was found to contain an accumulation of tangled hairs cemented together by sebaceous material. Scattered hairs were also attached to the outer surface of the ovarian dermoid. In various parts of the peritoneal and pelvic cavities free masses of suet-like material were found. Microscopically, the wall of the cyst found at the upper part of the omentum consisted of vascular connective tissue in which numerous hairs were embedded, showing very small, ill-developed follicles. The epithelial cells lining the cyst were laterally compressed, elongated and had abundant protoplasm and well-defined nuclei.
Fraenkel's Second Case.-Patient aged 41. An abdominal tumour was first noticed fifteen years before the operation. A dermoid cyst of the right ovary was removed by operation, and during the separation of the very extensive adhesions the intestine was ruptured. Death resulted from acute peritonitis. On the upper surface of the left ovary there was a bean-sized cyst with very thin walls and thick, brownish yellow, honey-like contents. A similar tumour of the size of a hazel nut was attached to the hinder surface of the left broad ligament and another of similar dimensions, having porridge-like contents, was present in the pouch of Douglas. Four or five cysts, varying from the size of a pea to that of a bean, were attached to the anterior surface of the broad ligament and numerous cysts of smaller size, some sessile, some pedunculated, were present in the pelvic peritoneum. Large numbers of similar growths, mostly stalked, and of the size of hemp seeds, were situated on the peritoneal covering of the lower part of the ileum and on the colon.
Grawitz's Case.-The patient was a widow, aged 40, who died from nephritis. Four months-previously she had been operated on for strangulated hernia, and the presence of an abdominal tumour was recognised at that time. The abdominal organs were found matted together by old, firm, fibrous adhesions. There was a cyst of the right ovary of the size of a child's head, containing fatty substance and hairs. The left ovary was firmly fixed by adhesions in the pouch of Douglas; it was enlarged into a cyst of the size of an apple and contained fatty matter and hair, and its inner surface bore hairs and three illdeveloped teeth. Between the liver and the diaphragm, which were closely adherent, was a flattened cyst, 4 cm. to 5 cm. by 1 cm. to 2 cm., containing white fatty material. Near this was another cyst of the size of a cherry, containing suet-like substance. The inner surfaces of these .cysts were smooth and greyish pink or greyish in colour. On cutting through the liver and diaphragm other cysts of similar character were found, varying from the size of a lentil to that of a bean. Connected with the coils of intestine there was a firm, fatty mass, of the size of a goose's egg, surrounded by tough, fibrous adhesions. On section this mass appeared to be divided into compartments, and several globular, smoothwalled cysts were embedded in the fatty tissue. The contents of the cyst were white, glistening, somewhat like mother-of-pearl, and distin-guishable from the surrounding fat by firmer consistence. In the neighbourhood of these cysts smaller cysts were present, many of them of minute size and having the characters above described. Microscopically the peritoneal cysts were found to differ in structure from true dermoids. Their walls consisted of fibrillated connective tissue and had not the structure of skin, being devoid of epithelium.
Strassmann's Case.-The patient was aged 58. On performing laparotomy it was found to be impossible to remove a retroperitoneal dermoid completely. The growth was therefore ligatured and an iodoform gauze plug inserted. Death occurred in thirteen days from hypostatic pneumonia. Markedly vascularised, shaggy. thickenings, varying in size from a hemp seed to a cherry, were present on the surface of the liver, spleen and intestines. These contained fatty material, and were apparently implantations from a previous rupture of the dermoid.
REMARKS.
The points of practical interest in these cases have reference to the cause of the rupture, the consequences as affecting the peritoneum, and fate of the implantation growths.
As regards the cause of rupture, the present case illustrates definite puncture of the cyst wall. The remaining cases appear to be examples of spontaneous rupture, and perhaps the most noteworthy fact, from the point of view of their etiology, is the absence of any history of injury such as would account for the rupture, or of illness indicating the occurrence of rupture. This remark applies to all the cases except that of Fraenkel (first case), in which a fall on the back, followed by fever and severe abdominal pain, occurred nine months before the removal of the cyst and was probably the direct cause of the rupture. In this case the cys was large (twice the size of a placenta) ; in four of the other cases the cysts were also of large size, whilst in the remaining three cases the size is not mentioned. The descriptions afford no means of judging of the possible relation of pregnancy and labour to rupture of the cyst wall.
With regard to the results of rupture as affecting the peritoneum, two classes of cases have to be distinguished: (1) Where there has been merely a leakage of the contents of the cyst, and (2) where the contents have entered the peritoneal cavity in bulk. In the former class of cases, exemplified by the present specimen, scattered hairs and living epithelial cells become widely distributed over the surface of the peritoneum and fixed by delicate adhesions, whilst a fold of omentum or pseudo-membrane closes the aperture in the dermoid. From the epithelial cells small cysts develop in great numbers and either remain sessile or delicate fibrous pedicles are produced, by which they are attached to the peritoneal surface. The primary dermoid becomes extensively adherent, but the peritoneal adhesions in other situations are mostly slight, often consisting merely of delicate membranes covering the secondary cysts and causing no adhesion between contiguous structures. The second class of cases, in which the contents of the dermoid are expelled in quantity, is illustrated by Fraenkel's first case, in which there was a mass of matted omentum of the size of.the palm of the hand, containing in its centre a quantity of closely packed and tangled hair, intermixed with sebaceous material. In such cases, in addition to the secondary cysts and scattered hairs before mentioned, there may be dense adhesions, bands and thickenings in almost any part of the peritoneum. This class of case is therefore of greater gravity than the previous one, and probably would include all cases in which a large cyst had ruptured as a result of considerable violence.
The primary dermoid was found to be extensively adherent in all cases except that of Kolaczek, in which the surface of the cyst is stated to have been smooth, and no mention of adhesions is made.
In none of the cases was rupture of the cyst directly followed by suppuration in the peritoneal cavity.
As regards the fate of the implantation growths, it is to be remarked that not all the living epithelial cells which are distributed over the peritoneum survive. Scattered groups of devitalised cells, which have neither proliferated nor secreted sebaceous matter, are to be found in abundance in the present specimen. When the cells survive, and are of the kind capable of secreting sebaceous matter, a minute and gradually enlarging cyst results, around which a delicate adventitious membrane develops. The growth of the cyst is not, however, indefinite, and it becomes arrested before any considerable size is attained. The great majority of the cysts remain minute, and it is rare for them to reach the size of a walnut. The arrest of growth is caused by necrosis of the lining epithelium, produced, one may suppose, by pressure of the gradually increasing contents of the cysts, combined with defective nutrition of the cells through the medium of the adventitious capsule. The ultimate product is therefore merely a small, encysted mass of sebaceous material. Differences in the size of the cysts are probably related to differences in the size of the implanted masses rather than to variations in the degree of epithelial proliferation, which, in every instance, appears to be slight.
It is the sebaceous cells only, not the lining cells of the cyst, which give rise to implantation cysts; and the absence of secondary cysts in cases of ruptured dermoids may, perhaps, be sufficiently explained, in some instances, by supposing the rent to have occurred in a part of the cyst wall that is devoid of sebaceous glands. It can hardly be doubted, however, that the vitality of the implanted cells and the power of the peritoneum to deal with them vary in different cases, and that these variations would in themselves be sufficient to modify the result.
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DISCUSSION
The PRESIDENT (Dr. Herbert Spencer) thanked the authors for their valuable and interesting paper. He thought there was little doubt that the flnid at the first operation was sebaceous and not purulent. He had been surprised to find how frequently some operators met with " suppurating" dermoids. The explanation, he thought, was that the sebaceous material, fluid at the temperature of the body, closely resembled pus to the naked eye, although it solidified at a lower temperature. In his experience, suppuration rarely occurred in dermoids. A practical deduction from the paper was the importance of removing these and other ovarian tumours entire if they were not very large. This had been his practice for many years. He did not go so far as Mr. Bland-Sutton, who removed all tumours, however large, entire, sometimes making an incision extending from the ensiform cartilage to the fundus; such a long incision certainly to some extent increased the risk of omental and intestinal adhesions and of hernia.
Dr. GALABIN said that he had met with one somewhat similar case, in which there.had been a further development of the metastases than in any of those collected by Dr. Randall. An unmarried lady, aged between 40 and 50, came with a large tumour, the history of the duration of which was quite indefinite. She said that her abdomen had been large as long as she could remember, and that her companions at school had chaffed her about it and accused her of being pregnant. An ovarian tumour was diagnosed. At the operation it turned out to be a dermoid and was removed with difficulty on account of universal adhesions. Among the adhesions and over the peritoneum were scattered very numerous thin-walled cysts containing sebaceous fluid like that in the main cyst. These existed also in the cellular tissue of the abdominal wall and pelvis, so that a number of thenm were divided in the abdominal incision. No skin-like structure was seen in the secondary cysts. Those on the peritoneum were thin-walled, but in the cellular tissue no definite cyst wall could be detected. A good deal of sebaceous material had to be left unremoved, lout the incision healed well in the first instance. After some weeks, however, it broke down again, and a discharge of oily fluid began, which later became semi-purulent. The patient remained ill many months, and it was feared that the condition might run a malignant course, but eventually the sinus closed; she recovered completely and was well after several years. He agreed with the President that it was desirable if possible to remove a dermoid cyst of small or moderate size untapped and unruptured. For the distinguishing of the fluid from a dermoid cyst from pus a simple test usually sufficed, since, on cooling, the former became solid and no longer resembled pus. Dr. R. H. HODGSON suggested that some of the cases alluded to might possibly have been saved had urotropine been used. He had experimented with it in large and small quantities in many and varied diseases: cystitis, peritonitis, pneumnonia, &c., and had found it most valuable in septic diseases;
but it needed to be used with great caution, as it appeared to search out all the idiosyncrasies of patients more than any other drug with which he was atcquainted. The kidneys afforded the first and imlost marked signs that the drug was in excess. He strongly suggested its use to those who had much operative work on the peritoneum. Dr. AMAND ROUTH h1ad several cases where dermoid cysts of the ovary had ruptured before or during the operation without such sequeliQ as the authors described. Were the authors able to discriminate between dermoids which were innocent and those whose cells were liable to be transplanted, and to develop into proliferating cysts as in the cases recorded by them ?
Dr. MACNAUGHTON JONES said there must have been some thousands of ruptured dermoid cysts, and yet but the cases mentioned had been recorded. It did not appear, therefore, that there was a great danger of metastasis or implantation in the instance of sinmple dermoids. No matter how extensive an incision in some cases of dermoid, and with every care, rupture would occur.
